Objective-To analyse the effect on outcome of referral to specialist facilities after cardiopulmonary arrest in a general ward.
Methods-A retrospective analysis of resuscitation records of 743 patients in whom cardiopulmonary resuscitation was performed in a general ward between 1988 and 1992. After successful initial cardiopulmonary resuscitation, patients were identified as transferred to coronary care unit (CCU) or intensive care unit (ITU), or as staying in a general ward. Main outcome measure-Survival to discharge home. Results-There were 322 initial survivors, ofwhom 148 (20% of the overall total) survived to be discharged from hospital; 63% of those transferred to CCU and 48% of those transferred to ITU survived to discharge, compared with 28% of those who stayed on the ward (P < 0.001). Of those aged less than 65 years, 75% survived to discharge after transfer to CCU and 54% after transfer to ITU, compared with 44% of those who stayed on the ward (P = 0.023); the respective figures for those over 65 years were: CCU 25%, ITU 34%, ward 25% (P = 0.014). Only half of those aged more than 65 years were transferred to a specialist facility, compared with 90% of those aged less than 65. Conclusions-Transfer to a specialist care facility after resuscitation from cardiopulmonary arrest has an influence on outcome. Age as an independent factor is not an appropriate criterion to use in deciding on transfer. The decision to arrange transfer must always be taken by the most experienced person available, and in line with peer reviewed guidelines. Despite the large number of hospital patients on whom cardiopulmonary resuscitation is carried out each year, there have been few studies of postresuscitation care and its influence on outcome. 4 We investigated the influence of referral pattern to an intensive care facility on outcome from cardiopulmonary arrest.
Methods
We carried out a retrospective study of patients resuscitated from cardiopulmonary arrest in general wards in a large district general hospital with a regional cardiothoracic centre.
We examined the resuscitation record forms for the years 1988 to 1992. Cardiopulmonary arrest was defined as the sudden cessation of circulation or respiration, requiring initiation of cardiopulmonary resuscitation.5 For the purpose of this study we included only those cases of cardiopulmonary arrest that occurred in general wards. Cardiopulmonary arrest treated initially in the accident and emergency department, intensive care unit (ICU), or coronary care unit (CCU), and cardiopulmonary arrest in children were excluded from the study. Our aim was to analyse the referral patterns from "non-specialist" facilities to an intensive care environment.
It has been established practice at the study hospital for over 20 years for the senior doctor present at a cardiopulmonary arrest to complete a summary sheet immediately afterwards.
All completed forms were collated by the hospital resuscitation committee. When the seal on the resuscitation box was broken it had to be sent to the pharmacy for restocking and a new form supplied. This ensured a complete set of records.
This provided information on the place of arrest, type of arrest, immediate outcome, and whether the patient stayed in the ward or was transferred to ICU or CCU for further care. Additional information on those who survived to discharge was obtained from hospital records and the hospital computer PAS system.
Sixty five years of age is widely used as a cut off point for critical care facilities after cardiopulmonary arrest. We therefore looked specifically at the influence of patient age on outcome following cardiopulmonary arrest6 in survival, it must be a decision that is always taken by the most experienced and in line with peer reviewed guidelines. We need to develop and evaluate criteria for admission to ICU and CCU after cardiopulmonary arrest. The decision to keep a patient on the ward will critically affect outcome. This is a decision that should be taken by a consultant. We recommend strongly that the use of intensive care facilities in the postarrest period should be monitored far more closely and recommendations developed. Our findings are to be followed up with a more detailed study to include information on the underlying disease and the nature of the cardiopulmonary arrest.
We are indebted to Wythenshawe Hospital resuscitation committee for their assistance and to the consultants for access to records of their patients; we thank Dr N H Brooks, consultant cardiologist, Dr K Shearer, hospital practitioner in cardiology, Wythenshawe Hospital, for their valuable comments.
ADVANCED LIFE SUPPORT GROUP
Major Incident Medical Management and Support Courses: to be held in various centres throughout the UK in 1997. This is a three day course in "life support style" designed to train health service personnel to provide an effective response at a major incident. Fee £300.00 Advanced Paediatric Life Support Courses: to be held in various centres throughout the UK in 1997. This is a three day course designed to provide training which will enable doctors and nurses to deal efficiently with all paediatric emergencies. The course is modular and has sections on paediatric resuscitation, serious illness and serious injury. 
